Oral functions such as speaking, chewing and swallowing are often reduced after ablative tumour surgery in the mouth and oropharynx. For restoration of at least a part of these functions, stable dentures and satisfactory mobility of the tongue are necessary. Dental implants c m be used to achieve stable dentures. Preimplant surgery, however, is often needed to reduce the amount of bulky tissue when myocutaneous flaps have been used for reconstruction, and to achieve adequate mobility of the tongue.
INTRODUCTION
In patients with malignancies of the head and neck, the primary aim of surgery is radical removal of the tumour without any compromise between radicality 
MATERIALS AND METHODS
Between 1982 and 1993, approximately 600 patients were treated surgically for an oral malignancy at the Department of Oral and Maxillofacial Surgery of the University Hospital Nijmegen. Oral rehabilitation by a combination of preprosthetic surgery and osseointegrated implants was performed on 41 of these patients between 1991 and 1995. Of these 41 patients, 12 (9 men and 3 women with a mean age of 61 years) were additionally treated using Steinhäuser^ technique. The initial treatment performed on these patients is shown in Table 1 . A total of 50 implants was inserted, of which 6 were placed in the upper jaw and the remaining 44 in the lower jaw. Table 2 shows the number of implants per patient in the lower jaw.
The main problems experienced by all these patients were inability to function with a conventional lower denture and impairment of the function of the tongue. Before deciding to operate, an attempt was (Fig. 3) .
Implants are placed as follows: the periosteum is incised and raised on top of the alveolar process, the bone is smoothed if necessary, implants are inserted in accordance with the Bränemark protocol and the periosteum is sutured back covering the implants (F ig. 4). Healing occurs by secondary epithelialization. This procedure can be combined with further One aspect where there has been a definite improve ment is that of the mobility of the tongue. This is clearly achieved by tongueplasty by the Steinhäuser technique, which adds a considerable amount of mucosal lining to the floor of the mouth. Mobilizing the scar fixation of the base o f the tongue from the mandible gives greater flexibility to the tongue.
Partial vertical relapse of the deepened lingual sulcus must not be regarded as a serious drawback, since greater importance is attached to mobility of the tongue and this is not adversely affected by the relapse. This relapse could to some extent be reduced by the application of a skin graft. However, skin grafts should, if possible, not be used when implants are inserted.
CONCLUSIONS
The problems of oral rehabilitation following tumour resection and defect reconstruction in edentulous or partially edentulous patients are manifold. A cascade of priorities forces the treatment team to accept a series o f compromises. Whilst tongue mobility is of secondary interest at the stage o f initial tumour resection, it is very important for final oral function. The tongue plasty by the Steinhäuser technique with secondary epithelialization is a simple, reliable and effective means o f adding mobility to the tongue. In combination with the insertion of osseointegrated implants it has proved to be very useful.
